Two children aged 71 and 1 years.
On examination (2.9.57).-There were two circinate scaly patches in the nuchal area which resembled tinea circinata. There was no fluorescence under Wood's light, and examination of scrapings by Dr. Jacqueline Walker was negative for pathogenic fungi. These lesions were treated with Tineafax ointment and improved, but left in their wake a confluent area of keratosis pilaris devoid of hair. At this time she also had discrete symmetrical indurated swelling of the eyebrows and chin with hair loss, erythema and superficial fine scaling. The follicular ostia were patulous.
When seen on 1.10.57 these firm swollen areas had become more diffuse and extended down her cheeks to the sides of the neck; and by the end of the month, when the biopsy was done, symmetrical small infiltrations were present on both elbow folds. In December 1957 the skin infiltration became less prominent, but involved most of the facial skin excluding the eyelids and nose, but she had developed irritation of both arms, which was considered exogenous and quite unassociated with the main skin condition. FIG (Dr. Charles Pike, Watford): The essential process is a proliferation of the cells of the external root sheaths and sebaceous ducts. Between these cells are multifocal accumulations of a mucinous fluid, with formation of small cysts in places. This mucinous substance is metachromatic with thionine and stains with alcian green. It is, however, only weakly positive by PAS and muci-carmine staining. It gives therefore the reaction of a connective tissue mucin. In the corium around the affected hair follicles and blood vessels there is a light infiltration by lymphocytes with an occasional eosinophil and histiocyte. The epidermis shows a few foci of parakeratosis only.
Treatment.-During September 1957 she took 150 mg. chloroquine twice daily, and applied Tineafax ointment to the nuchal area. No treatment has been given since October 1957. and alcian green.
Comment.-This case is similar to six other cases recently published (Pinkus, 1957) . Clinically at different stages of the disease process the features are surprisingly variable, and my case has presented the morphology of tinea circinata, keratosis pilaris, and in the early stages lupus erythematosus profundus with associated alopecia. Histologically the first stage appears to be a true cellular proliferation of some of the hair follicles associated with loss of hair. Next a mucin-containing fluid separates these cells and forms pools within the pilo-sebaceous apparatus, and the sebaceous glands disappear. The infiltration appears to be a reactive phenomenon, and in the cases reported varies from a few lymphocytes to a granuloma. The staining reactions of the mucin in this case are those of connective tissue mucin, which suggests a degenerative pathological process rather than an active metaplasia in which the epithelial cells actually secrete mucin.
POSTSCRiPr (February 1958) .-The eczematous condition of the arms settled down in a week, and was probably due to a woollen cardigan. The skin of the face is now less thickened and more mobile, but there has been no regrowth of hair and the keratosis pilaris of the neck remains unchanged. There has been no extension of the disease for three months. REFERENCE PINKUS, H. (1957) Arch. Derm. Syph. Chicago, 76,419. Dr. Brian Russell: Dr. P. M. Deville recently asked me to see a patient with erythematous plaques on her cheeks. Biopsy showed the same mucinous degenerative changes in the sebaceous glands. I think a better term would be follicular mucinosis, because alopecia is not always seen. History.-Two patches of yellow discoloration appeared at the corners of the eyes in 1940. Since then others have appeared on the face, scalp, neck and chest, some of which have slowly spread. The lesions have been stationary for the last three years. For the last four years she has been getting periods of pyrexia. They last for about five weeks at a time, are accompanied by little malaise, but the temperature may be as high as 1010 F. at night.
Past history andfamily history.-Not relevant. On examination.-There is a barely palpable, soft, well-defined yellow infiltration of the skin, confluent over the whole scalp, front of the neck and upper part of the centre of the chest, and patchy on the face. General physical examination showed no abnormality.
Investigations Biopsy: Xanthomatous deposit in the corium, most of the lipoid material being present in large foamy macrophages, amongst which there are numerous Touton giant-cells. Frozen section shows the sudanophil material to be doubly refractile: i.e. cholesterol.
Comment.-Cutaneous deposits of cholesterol associated with normal levels of cholesterol in the blood usually occur as small lesions on the eyelids (xanthelasma) or as xanthoma disseminata. In the latter form the nodules may be isolated, pedunculated or packed together. They occur mostly in the axillie, antecubital fosse or on the sides of the neck.
Even where the individual lesions are packed so closely together as to appear confluent, stretching the skin always shows up the furrows between them. I have been able to find only two examples in the literature with a similar type of cutaneous lesion to the present case (Thannhauser, 1950). One was a man of 55 in whom the lesion covered nearly the whole body. He died two years later of multiple myeloma, but showed at post-mortem examination no other xanthomatous deposits. In the second case the xanthoma covered the whole of the scalp, but was associated with multiple petechie on the trunk and limbs, dural, cerebral and lymph-gland xanthomatosis and eosinophilic granulomata of bone. Although no evidence of other xanthomatous or granulomatous deposits has been found in the present case, the history of recurrent pyrexia and the consistently high E.S.R. suggest that these may, in fact, be present. July 1955: Onset of ulceration while in Germany. Since then has had 3 further crops in Singapore in June, September and October 1956, and 2 in England in July and October 1957. The ulceration lasts one to two months. It begins with purpura and telangiectasia, proceeds to hiemorrhagic blister-formation and exquisitely painful superficial ulceration. The pain, which in the last attack needed heroin to control it, is worse with the leg up and with warmth. Past history and family history.-Not relevant. Treatment.-Vasodilators, lumbar sympathectomy, steroids, mepacrine with no effect. Two weeks ago fresh signs of impending ulceration occurred, which disappeared in a week with heparin 10,000 units six-hourly.
Investigations.-Full blood count, E.S.R., W.R., Kahn, plasma proteins, cryoglobulin and cold agglutinins, normal. L.E. cells-none. Muscle biopsy, and urinary 5-hydroxyindole and acetic acid: normal. Biopsy from base of ulcer: fairly marked obliterative endarteritis, but this is compatible with changes secondary to the chronic ulceration.
On examination.-Livido reticularis from feet to waist and from hands to shoulders.
Pigmented and depigmented, atrophic scars on feet and lower legs in sites of previous ukeration, some of the "atrophie blanche" type.
Comment.-This appears to be a good example of the primary vascular, as opposed tothe symptomatic, variety of livido reticularis. A small proportion of these cases are worse in the summer and 12 almost identical cases were recently described by Feldaker et al. (1955) .
The treatment of choice was found to be bed rest, elastic bandages and hexamethonium. Sympathectomy was disappointing, but heparin was not tried. (for STEPHEN GOLD, M.D.). Miss P. C., aged 44. History.-For three years she has had recurrent purpuric and urticarial-type lesions on her legs, accompanied by swelling of the ankles. In the last year a small ulcer developed on the lateral side of the right ankle, but this is now healing. Biopsy (October 1954) showed an acute arteriolitis compatible with maladie trisymptomatique (Dr. H. Haber) .
Previous history.-In 1938 she had an infected parotid gland, and since then has had a dry mouth and also some dryness of the eyes, with occasional pain and swelling of the parotids. Since 1953 she has had attacks of stiffness, pain and swelling in the joints of her hands and in the knees and ankles, but this clears completely between attacks. She has been diagnosed as a case of Sjbgren's syndrome. In 1953 she had sinusitis, but has had no recurrences. Since 1944 she has had carious teeth, but these were removed in 1955.
On X-rays of chest normal. Bones and skull normal except for some general osteoporosis; no evidence of arthritis or myelomatosis.
Serum protein: Total 6-5; albumin 3*8, globulin 2-7, (alpha-one globulin 0-2, alpha-two globulin 0-5, beta globulin 0-6, gamma globulin 1 4) g./100 ml., cryoglobulins present. Comment.-The cryoglobulin is present in very small amount, much less than occurs in multiple myelomatosis or essential cryoglobulincmia. It precipitates fully after forty-eight hours at 40 C. and is thus unlikely to cause symptoms in cold weather. In this case the associated Sjogren's syndrome may be regarded as the cause of the cryoglobulinxemia, but another five cases of maladie trisymptomatique, seen at St. John's Hospital for Diseases of the Skin, have had serum proteins estimated and one of these also shows cryoglobulin. This latter case has been extensively investigated without finding any cause for the cryoglobulinrmia except the maladie trisymptomatique. History.-Since 1940 attacks of urticaria, described by the patient as itching hives, have occurred in cold weather. Since 1947 recurrent painful ulcers have been present on the legs. Painful discoloured patches appear and break down, leaving ulcers which are slow to heal. During the past six years Raynaud attacks precipitated by cold have affected the fingers. In 1951 bilateral lumbar sympathectomy was performed with apparently little influence on the occurrence of the leg ulceration. In 1952 left cervical sympathectomy produced only temporary relief of the Raynaud attacks. In 1953 an abnormal serum globulin was found but electrophoresis did not confirm the presence of cryoglobulin. Since 1954 courses of isoniazid and PAS have been given, a diagnosis of papulonecrotic tuberculide having been made. At times these drugs have appeared to accelerate healing. January 1957: X-ray of painful left foot showed arthritis of the subtaloid joint. A tuberculous actiology was suggested. Subsequent X-rays have shown no abnormality. A course of streptomycin in August 1957 was followed by a toxic erythema and all antituberculous treatment was stopped and a course of deltacortisone was given. There have been no gastrointestinal, cardiorespiratory, neurological or genito-urinary symptoms. There have been no joint pains apart from pain in the left foot.
Past history.-1951: Pneumonia. Family history.-The patient's three children and sister, all apparently normal, have been investigated for cryoglobulins. None was found.
On examination.-The lower legs showed healing ulcers, scarring, patchy discoloration, purpura and pigmentation. A moderate degree of cutis marmorata was present up the front of her legs. Peripheral pulses were present and there were no varicose veins. The hands showed sluggish circulation and shiny atrophic skin of the finger tips. The spleen was just palpable on inspiration. Small glands were present in the neck and axille. There were no other abnormal physical signs. The blood pressure was 105/65. No albuminuria or glycosuria was present.
Investigations

